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borderline personality disorder traits (ie, their quantitative 
intensity), a moderate heritability has been reported.40 In 
studies of twins, heritability scores for the full diagnosis 
were 0·65 to 0·75,42 consistent with heritability estimates 
for personality disorders in general (40%–60%).43 
Impulsive aggression, common in patients with border-
line personality disorder, is associated with reduced 
serotonergic responsiveness,44 and some genes that might 
be linked to psychopathological changes in the disorder 
are involved in the serotonergic system.42 Thus, the 
serotonin system is the neurotransmitter system of 
greatest interest in these patients, and is the assumed site 
of action for specifi c selective serotonin-reuptake 
inhibitors.42 Data from a candidate gene study45 showed an 
association between a haplotype containing the short 
allele in the serotonin transporter gene (the serotonin-
transporter-linked promoter region [5-HTTLPR] in 
SLC6A4) and development of borderline personality dis-
order; however, no association between polymorphisms 
in 5-HTTLPR and this disorder were reported in another 
study.46 Presence of the short allele of 5-HTTLPR can also 
indicate a poor treatment response to fl uoxetine in 
patients with borderline personality disorder.47 Poly-
morphisms in 5-HTTLPR might also modulate the 
association between serious life events and the 
development of impulsivity in patients.37 
In a study of gene–gene interactions,48 an interaction 
between the Met158 allele of the catecholamine-O-
methyltransferase gene (COMT) and the short allele of 
5-HTTLPR was reported in patients with borderline 
personality disorder, but no association between the 
5-HTTLPR genotype alone and development of this 
disorder was reported. Although the results of 
these studies suggest a role for polymorphisms in 
5-HTTLPR in these patients, there are undoubtedly 
complex gene–gene and gene–environment interactions, 
thus making the results inconclusive.42
Another gene that has been implicated in impulsive 
aggression and suicidal behaviour is the tryptophan 
hydroxylase gene (TPH), which encodes the fi rst enzyme 
in serotonin biosynthesis. Two isoforms are known—
TPH-1 and TPH-2. Patients with borderline personality 
disorder have a higher frequency of two of eight 
polymorphisms in TPH-2 than do controls.49
Finally, in a recent case-control study,50 patients with 
borderline personality disorder had a greater frequency 
of polymorphisms in the variable number tandem repeat 
of the high-activity monoamine oxidase A gene promoter 
allele than did healthy volunteers. Taken together, the 
published evidence suggests that there is an abnormality 
in serotonergic function, which underlies the impulsive 
aggressive symptoms, and that this defect might be 
associated with specifi c genetic risk factors, but the 
precise molecular nature of this abnormality is not yet 
clear. Data from early studies of dexamethasone-
suppression tests51,52 have suggested that this disorder 
was associated with excessive production of cortisol 
and hypothalamic-pituitary-adrenocortical hyperactivity, 
although this fi nding was reported in many patients who 
had post-traumatic stress disorder with severe histories 
of trauma. However, in more recent studies that 
investigated borderline personality disorder without 
comorbid post-traumatic stress disorder, there was 
evidence of hypersuppression of cortisol, interpreted as 
increased feedback inhibition of the hypothalamic-
pituitary-adrenocortical axis.53
Neuroimaging
Anatomical MRI fi ndings
Although CT studies of the brain did not detect any 
morphological changes in patients with borderline 
personality disorder, reduced volume in the amygdala has 
been reported in some studies with structural MRI.54,55 
Excitotoxicity in the course of this disorder was discussed 
as a possible cause of reduced amygdala volume. Similar 
to these fi ndings, no morphological changes in the 
amygdala were reported after the fi rst appearance of 
symptoms in teenagers.56 Reduced hippocampal volumes,57 
but no reductions in the amygdala volume, were observed 
in patients with post-traumatic stress disorder.58 Although 
results from a recent meta-analysis59 indicated that the 
amygdala volume in patients with borderline personality 
disorder was smaller than that in healthy controls, data 
from studies not included in that analysis,60–63 including 
some with hand-tracing of the amygdala, did not show a 
reduced amygdala volume in these patients. Data from 
these subsequent studies also highlight the importance of 
taking into account the eff ect of comorbid post-traumatic 
stress disorder on amygdala volume, because patients 
with borderline personality disorder without post-
traumatic stress disorder might not have reduced 
amygdala volumes.60 Thus, evidence about the specifi city 
of reductions in amygdala volume in patients with 
borderline personality disorder is inconsistent.
Although there were no volumetric diff erences in the 
pituitary gland between patients with early-stage 
















































































































































































Age,(mean!(SD)( 28.95!(8.7)! 26.66!(6.3)! 32.65!(10.7)!







































































BDI,(mean((SD)(Depression!Score!! !30.3!(8.5)! !25.7(11.5)! !17.5!(9.9)!!! !7.151!(.002)**!
STAI,(mean((SD)(State!Anxiety!Trait!Anxiety!! !59.9!(11.1)!62.4!(6.9)! !51.1!(13.9)!55.2!(11.4)! !48.5!(12.3)!50.5!(11.8)! !6.961!(.002)**!8.501!(.001)**!!
















Age,!mean!(SD)!! 28.5.6!!(8.0)! 29.4!(9.4)! n.s.!
Sex,!n!(%)!Male!Female!! !6!(22.2)!21!(77.8)! !4!(16.00)!21!(84.00)! !n.s.!
Job(situation,!n!(%)!Employed!Unemployed!! !8!(29.6)!19!(70.4)! !5!(20.0)!20!(80.0)! !n.s.!




























SCL*90*R,!mean!(SD)!Global!severity!index!! !1.79!(0.58)! !0.98!(0.56)! !t=!E5.16,!p<0.0001**!
































BDI!Depression!Score!E!DST!Depression!Score!E!TAU! !27.16!!23.64! !9.16!!12.92! !21.39!18.86! !12.31!14.49! !3.65!0.94! !0.002**!0.370!
STAI!State!Anxiety.!E!DST!State!Anxiety!E!TAU! !56.25!!50.70! !11.00!!14.86! !53.10!49.33! !12.86!14.03! !1.36!0.41! !0.184!0.690!




















SCL*90*R,!mean!(SD)!Global!severity!index!! !1.83!(0.50)! !1.14!(0.48)! !t=!E3.85,!p=0.001**!
BDI,!mean!(SD)!Depression!Score! !30.98!(7.22)! !23.89!(9.70)! !t=!E2.27,!p=0.032*!
STAI,!mean!(SD)!State!Anxiety!Trait!Anxiety!! !62.00!(9.02)!62.93!(7.58)! !52.27!(9.53)!55.17!(7.05)! !t=!E2.87,!p=0.008**!t=!E2.90,!p=0.007**!
STAXI,!mean!(SD)!State!Anger!Trait!Anger!! !17.34!(6.15)!20.60!(7.39)! !19.19!(8.67)!23.67!(7.51)! !n.s.!n.s.!




















BDI!Depression!Score! !27.44!! !9.15!! !21.68! !12.21! !3.46! !0.002**!
STAI!State!Anxiety!Trait!Anxiety! !57.14!59.05! !10.38!8.20! !54.01!57.34! !12.36!9.79! !1.26!1.29! !0.216!0.204!
STAXI!State!Anger!Trait!Anger! !18.27!!22.13! !7.45!7.48! !14.53!20.42! !5.34!6.36! !3.35!1.94! !0.002**!0.062!
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Comorbid atypical depression in borderline personality disorder is
common and correlated with anxiety-related psychopathology
Daniela Gremaud-Heitza,b,⁎, Anke Riemenschneidera, Marc Waltera, Daniel Sollbergera,
Joachim Küchenhoffa,c, Gerhard Dammanna,b
aPsychiatric Hospital, University of Basel, Basel, Switzerland
bPsychiatric Hospital, Münsterlingen, Switzerland
cPsychiatric Hospital, Liestal, Switzerland
Abstract
Background: The core features of borderline personality disorder (BPD) are affective instability, unstable relationships and identity
disturbance. Axis I comorbidities are frequent, in particular affective disorders. The concept of atypical depression is complex and often
underestimated. The purpose of the study was to investigate the comorbidity of atypical depression in borderline patients regarding anxiety-
related psychopathology and interpersonal problems.
Methods: Sixty patients with BPD were assessed with the Structured Clinical Interviews for DSM-IV Axis I and II Disorders (SCID I, SCID
II) as well as the Atypical Depression Diagnostic Scale (ADDS). Additionally, patients completed a questionnaire (SCL-90-R, BDI, STAI,
STAXI, IIP-C).
Results: Forty-five BPD patients (81.8%) had a comorbid affective disorder of which 15 (27.3%) were diagnosed with an atypical depression.
In comparison to patients with major depressive disorder or no comorbid depression, patients with atypical depression showed significant
higher scores in psychopathological symptoms regarding anxiety and global severity as well as interpersonal problems.
Conclusions: The presence of atypical depression in borderline patients is correlated with psychopathology, anxiety, and interpersonal
problems and seems to be of clinical importance for personalized treatment decisions.
© 2014 Elsevier Inc. All rights reserved.
1. Introduction
Borderline is one of the most common personality
disorders that affects about 1% to 2% of the general
population, around 10% psychiatric outpatients and 20%
psychiatric inpatients. The diagnosis is more common in
women (75%) than in men [1,2].
BPD was included in 1980 in the DSM-III classification
[3]. The main characteristics include affective instability,
unstable relationship patterns, disturbed identity and impul-
sivity. DSM-IV-TR defines affective instability as intense
episodic dysphoria, irritability, or anxiety usually lasting a
few hours and only rarely more than a few days, due to a
marked reactivity of mood [4].
BPD is considered both psychologically [5] and biolog-
ically [6] as a heterogeneous disorder and is associated with
high comorbidity [7]. Biological vulnerability and develop-
mental insults combined determine the presentation of BPD.
The diagnostic criteria of BPD can be organized into four
sectors of psychopathology: affective, cognitive, behavioural
and interpersonal criteria [8]. Patients vary widely in their
severity of manifestation of these factors and even do not
need to be impaired in all four factors. There are 126
different possibilities (clusters) to fulfil the diagnostic criteria
for BPD (at least 5 of 9 different criteria) [9]. These
dissimilarities can lead to alternate courses of the disorder
[10] as well as different treatment responses.
The disorder of affectivity in borderline disorder is
conceptualized in different ways. Psychiatrists emphasize
either the disorder of affect regulation with difficulty of
personality-conditioned affect control [11,12], or the
emotional dysregulation due to elevated biological vulner-
ability [13].
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Gunderson and Phillips [14] point out that depressive
disorder in borderline disorders shows a qualitatively
different characteristic than in major depression being
more developmentally and interpersonally based.
Comorbidities are very common in patients with BPD and
seem to predict the characteristic as well as the course of the
disorder. Several studies have found that borderline patients
are often diagnosed with an Axis I disorder (e.g. anxiety
disorders and substance abuse) [8,15]. However the most
frequent comorbidities are affective disorders, especially
major depression, which occurs in 70% to 90% of all
borderline patients [16,17]. Zanarini et al. [17] reported that
80% had experienced a major depression episode at some
point in their medical history. It seems that a specific
depressive subtype is often connected with BPD; Posternak
and Zimmermann [18] found that 27% of their borderline
patients had a comorbid atypical depression (AD). The
international BRIDGE study [19] examined 2658 patients
with an MDD regarding BPD and bipolar disorder. A bipolar
diagnosis was more frequent in the non-borderline group
whereas borderline patients reported significantly more
atypical features.
Atypical depression (AD) was introduced to specify
major depressive episodes in DSM-IV following a series of
antidepressant trials showing that such patients responded
preferentially to monoamine oxidase inhibitors (MAOIs)
[20]. This depressive form is characterized by depressive
mood, emotional reactivity, increased sleep, eating disorders
and somatic impairment and affects about 30% of unipolar
depressive patients, mostly women. Biological studies [21]
as well as statistical classifications [22] support the
hypothesis of a distinct depressive subtype. Compared to
melancholia and other depression, atypical depression shows
an earlier age of onset and a more chronic course of illness
[23]. The quality of the depressive experience in borderline
personality disorder has always been perceived to be
different from the depression experienced in major depres-
sion (MDD) [24].
Perugi and colleagues [25] compared patients who met
the DSM-IV criteria for major depressive episode with
atypical features in terms of a comorbid BPD. The group
with a comorbid borderline disorder had significant higher
lifetime comorbidity for bulimia nervosa, cyclothymia and
Axis II disorders of the anxious and dramatic cluster
(narcissistic, dependent and avoidant). This group also
scored higher on multiple Atypical Depression Diagnostic
Scale items (mood reactivity, interpersonal sensitivity,
functional impairment, avoidance of relationships and
other rejection avoidance). Most interestingly, heightened
rejection sensitivity seems to be a feature in both AD and
BPD [26].
Deliberate self-harm is correlated with heightened sensi-
tivity to interpersonal rejection [27]. High rejection sensitivity
is also associated with increased borderline personality
features among people low in self-reported executive control
and among those high in self-reported executive control, the
relationship between rejection sensitivity and borderline
personality features is attenuated [28]. Patients with BPD
may be more sensitive to rejection, and these fears of rejection
may result in increased emotion dysregulation and subsequent
behavioral problems [29] or rage [30].
Anxiety disorders seem to be rather common in
borderline personality disorder [31,32]. Silverman et al.
[33] studied the comorbidity of patients with an Axis II
disorder and found rates of 89% anxiety disorders in BPD
patients. A national epidemiologic survey with over 34,000
adults [34] also showed a high co-occurrence of anxiety
disorder with BPD.
However, AD is also reported to be connected to anxiety
disorders. Gili and colleagues [35] compared AD, melan-
cholic and non-melancholic depression in non-borderline
patients and found that AD patients had higher rates of
comorbid anxiety disorders. More specific studies showed a
correlation of AD with social phobia and panic disorder
[36–38].
Given that anxiety and rejection sensitivity are common
in both AD and BPD the question arises how the co-
occurrence of the both disorders is affecting the patient?
From our point of view until now there has not been a study
investigating BPD and comorbid AD in reference to anxiety.
2. Aims of the study
Since BPD and depression are rather common in co-
occurrence the aim of our study was to more closely examine
a specific group of depression—atypical depression—in
association with BPD. We expected patients with comorbid
AD to show a more severe psychopathology compared to
other BPD patients with either a different type of depression
or no depression at all.
Another hypothesis was whether this co-occurrence of
AD leads to more interpersonal problems in BPD patients.
3. Methods
3.1. Study design and participants
All patients were inpatients at the Psychiatric Hospital of
the University of Basel and were diagnosed with a borderline
personality disorder (BPD) according the DSM-IV-TR
criteria. Patients participated in a matched-controlled
inpatient study for BPD patients (Basel Borderline Inpatient
Study [BABIS]). The aims of this study were to compare the
effects of transference focused psychotherapy (TFP)-based
disorder-specific inpatient treatment versus treatment as
usual and to identify the possible influence of subgroups
within the heterogeneous group of BPD patients. Detailed
descriptions of the aims, methods and sample characteristics
of the Basel Borderline Inpatient Study (BABIS) supported
by a research grant from the Swiss National Science
Foundation have been reported separately [39].
651D. Gremaud-Heitz et al. / Comprehensive Psychiatry 55 (2014) 650–656
Exclusion criteria were schizophrenia, schizoaffective
disorder, active psychosis or acute manic episode.
Written informed consent was obtained from each patient.
The studywas approved by the local ethics committee (EKBB).
3.2. Interviews
Clinically experienced interviewers attended a special
education of the Structured Clinical Interview for DSM-IV
Axis I Disorders (SCID-I/P) [40] and for DSM-IV Axis II
Disorders (SCID-II) [41] and were trained to pay particular
attention to distinguishing Axis I mental state conditions
from Axis II personality trait phenomena. The SCID I and II
are semi-structured interviews for assessing clinical and
personality disorders. High interrater reliability has been
shown for both interviews [42,43].
Additionally the Atypical Depression Diagnostic Scale
(ADDS) [44,45] was used to examine atypical depression
more detailed. The ADDS is a semistructured interview
designed to investigate the presence and severity of atypical
features during current depressive episodes.
3.3. Questionnaire data
To measure the general psychiatric symptoms and
subjective complaints, we administered the SCL-90-R [46],
the Beck Depression Inventory [47], the Spielberger State
and Trait Inventory [48], and the Spielberger State and Trait
Anger Inventory [49].
For evaluation of interpersonal criteria we used the
Inventory of Interpersonal Problems [50], a 64-item self-
report instrument designed to measure interpersonal defi-
ciencies and excesses in eight subscales (e.g. too responsible,
too controlling). External validity of the IIP-C scales has
been demonstrated.
3.4. Statistical analyses
All statistical analyses were conducted with SPSS/20.0.
Assumption of homoscedasticity and normality distribution
was checked prior to the analysis. χ2 Tests were used for
testing intergroup differences. Multivariate analysis and one-
way ANOVA parametric method were performed for group
comparison as well as Student's t-test. All statistical tests
were considered significant at a two-sided level of p b 0.05.
4. Results
Sixty patients diagnosed with borderline personality
disorder (BPD) were included in the study and interviewed.
Five patients did not complete the questionnaire and were
therefore excluded. Of the 55 patients included in the study,
44 (80%) were female, 11 (20%) were male. The mean age
was 28.9 years (SD = 8.7) (see Table 1).
Fifty-three patients (96.4%) were diagnosed with a
comorbid Axis I Disorder, most frequently with an affective
disorder (n = 45, 81.8%). Thirty-five patients (63.6%)
showed a comorbid Axis II disorder, predominant a Cluster
C disorder (n = 28, 50.9%). An anxiety disorder was
diagnosed in 29 patients (52.7%). Fifteen patients (27.3%)
were given the diagnosis of an atypical depression. All
patients with comorbid atypical depression met the BPD
criterion of affective instability.
To further analyze our results we sub-divided our patients
in the following three groups: (1) patients with Atypical
Depression, (2) patients with a depression other than AD and
(3) patients with no depression.
One-way ANOVA found significances in depression
(BDI, p = 0.002), anxiety (STAI, state anxiety p = 0.002;
trait anxiety p = 0.001), scales regarding general psychopa-
thology (SCL-90-R, GSI p = 0.011), and interpersonal
problems (IIP-C, p = 0.003).
Furthermore the AD group was diagnosed significantly
more often with a comorbid anxiety disorder (χ2 = 0.002)
than the other two groups.
However there were no differences in the three groups
regarding anger or aggression.
As Table 2 displays, group 1 (AD) showed the highest
scores in the significant data. Independent-measures t-test
Table 1
Demographic and clinical characteristics of the patients.
Borderline patients (n = 55)




Marital status, n (%)
Living alone 43 (78.2)
Living with a partner 12 (21.8)
Current employment, n (%)
Employed (full/part time) 28 (50.9)
Unemployed 27 (49.1)





Duration of illness, n (%)
b1 year 4 (7.3)
1–5 years 18 (32.7)
5–10 years 9 (16.4)
10–20 years 18 (32.7)
N20 years 6 (10.9)
Comorbid Axis I disorder, n (%)
None 2 (3.3)
Affective disorder 45 (81.8)
Anxiety disorder 29 (52.7)
Substance related disorder 34 (61.8)
Eating disorder 19 (34.5)
Comorbid Axis II disorder, n (%)
None 19 (34.5)
Cluster A 10 (18.2)
Cluster B 6 (10.9)
Cluster C 28 (50.9)
n/a 1 (1.8)
SD = standard deviation.
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between the three groups showed that the AD group can be
distinguished from the others groups in trait anxiety (STAI),
anxiety, obsessive-compulsion, phobia and GSI (SCL-90-R)
as well as overly accommodating (IIP-C).
5. Discussion
Our major finding was that patients with an atypical
depression showed the highest scores in all psychopatho-
logical data. A possible explanation of our result could be
summative effects since both conditions BPD and AD are
associated with anxiety and interpersonal sensitivity.
This finding is consistent with a study of McGinn et al.
[51] which compared major depressive disorder patients with
and without atypical depression (AD). AD predicted the
presence of comorbid Axis I (100% AD vs. 33% non-AD),
Axis II (90% vs. 35%), and both Axis I and II (65% vs.
8.14%) disorders. The high prevalence of Axis I and II
comorbidity in major depression might be explained, at least
in part, by the presence of atypical depression. Significant
differences between the three groups in our study (atypical
depression, other depression, no depression) were found in
results on depression, general psychopathology, anxiety and
interpersonal sensitivity.
Affective disturbances in borderline personality disorder
are yet not clearly understood so further studies should
continue to deepen our knowledge on different affective
disorders in BPD patients (depression, dysthymia, dysphoria,
and other form of affective pain). Twenty-five dysphoric
states (mostly affects) were found to be significantly more
common among borderline patients than controls in the study
of Zanarini et al. [31] but nonspecific to borderline personality
disorder. Equally important, overall mean Dysphoric Affect
Scale scores correctly distinguished borderline personality
disorder from other personality disorders in 84% of the
subjects. The results of the Zanarini study [31] suggest that the
subjective affective pain of borderline patients may be both
more pervasive and more multifaceted than previously
recognized, and that the overall “amplitude” of this pain
may be a particularly good marker for the borderline
diagnosis. Consistent with our results (see Table 2: BDI
score of AD and other depression) Levy et al. [52] could not
find differences between depressed, depressed borderline, and
borderline non-depressed inpatients in overall level of
impairment or severity of depression. Phenomenologically,
Table 2
Intergroup differences regarding psychopathology.
Group 1: atypical
depression (n = 15)
Group 2: other
depression (n = 30)




Global severity index (GSI) 1.7 (0.6) 1.3 (0.7) 1.1 (0.6) 4.936 (0.011)⁎
Somatization 16.2 (11.4) 11.0 (7.8) 10.0 (5.8) 2.658 (0.080)n.s.
Obsessive–compulsive 18.7 (8.4) 13.7 (7.6) 10.1 (4.6) 6.910 (0.002)⁎⁎
Interpersonal sensitivity 18.1 (7.1) 14.1 (8.4) 11.3 (6.2) 3.890 (0.027)⁎
Depression 31.0 (10.1) 24.9 (12.4) 18.1 (7.8) 7.092 (0.002)⁎⁎
Anxiety 18.4 (7.5) 12.1 (7.9) 12.5 (7.4) 3.874 (0.027)⁎
Hostility 9.1 (5.5) 7.5 (5.4) 6.6 (5.3) 1.022 (0.367)n.s.
Phobic anxiety 13.2 (7.5) 7.3 (6.9) 5.7 (5.5) 6.269 (0.004)⁎⁎
Paranoid ideation 8.7 (4.0) 6.6 (5.3) 6.2 (5.6) 1.342 (0.270)n.s.
Psychoticism 11.5 (8.3) 9.5 (7.5) 8.5 (7.1) 0.704 (0.499)n.s.
BDI, mean (SD)
Sum 30.3 (8.5) 25.7 (11.5) 17.5 (9.9) 7.151 (0.002)⁎⁎
STAI, mean (SD)
State anxiety 59.9 (11.1) 51.1 (13.9) 48.5 (12.3) 6.961 (0.002)⁎⁎
Trait anxiety 62.4 (6.9) 55.2 (11.4) 50.5 (11.8) 8.501 (0.001)⁎⁎
STAXI, mean (SD)
State anger 20.7 (9.3) 16.0 (5.9) 15.1 (7.1) 2.804 (0.070)n.s.
Trait anger 21.9 (6.9) 21.8 (7.7) 19.4 (5.9) 0.773 (0.467)n.s.
IIP, mean (SD)
Sum 2.0 (0.4) 1.8 (0.6) 1.3 (0.6) 6.548 (0.003)⁎⁎
Domineering/Controlling 5.5 (3.8) 7.6 (4.8) 6.1 (4.9) 0.955 (0.392)n.s.
Vindictive/Self-centered 11.2 (3.7) 11.5 (5.6) 10.1 (5.5) 0.380 (0.686)n.s.
Cold/Distant 12.5 (5.1) 13.3 (6.3) 11.3 (5.3) 0.562 (0.574)n.s.
Socially inhibited 20.1 (6.5) 16.8 (7.1) 12.4 (5.8) 6.440 (0.003)⁎⁎
Nonassertive 21.5 (8.2) 16.4 (7.1) 9.9 (8.2) 9.924 (0.000)⁎⁎
Overly accommodating 20.0 (5.9) 15.2 (7.9) 11.5 (5.2) 8.160 (0.001)⁎⁎
Self-sacrificing 21.8 (5.4) 18.8 (7.7) 14.3 (5.8) 6.476 (0.003)⁎⁎
Intrusive/Needy 12.5 (4.3) 12.6 (6.6) 9.6 (6.3) 1.537 (0.225)n.s.
SD = standard deviation, n.s. = non-significant.
⁎ p b 0.05.
⁎⁎ p b 0.01.
653D. Gremaud-Heitz et al. / Comprehensive Psychiatry 55 (2014) 650–656
however, depressive experiences were quite different in this
study. Subjects with borderline personality disorder, with and
without a diagnosed depressive disorder, scored higher than
subjects with depression only on the measure of anaclitic
neediness (severe emotional dependence on another person,
especially relating to the dependence of an infant on a mother
or surrogate mother), correlated with interpersonal distress,
self-destructive behaviors, and impulsivity.
Mood lability and interpersonal sensitivity traits could be
related by a “cyclothymic temperamental diathesis” or
“borderline-affective” cluster [25,53]. This cluster, in turn,
seems to underlie the complex pattern of anxiety, sensitivity,
mood and impulsive disorders which is clinically shared by
atypical depression, some bipolar II, few bulimia nervosa
[54] and several borderline patients. Cyclothymic reactivity
and neurotic features (i.e., atypicality and panic attacks) or
structural problems may appear (in line with the description
by the French psychiatrist Kahn [55] relevant to the definition
of what today is considered bipolar II disorder [56].
In sum our findings could also be suitable with Kernberg's
model [57] differentiating biological and characterological
depression. In the case of characterological depression, often
associated with chronic suicidal tendencies, depressive affect
like other affects experienced by the patient, corresponds to
the underlying internalized object relations.
A distinct subgroup of borderline patients could be
characterized by co-occurrence of AD associated with high
phobic and general anxiety, higher general psychopathology
and interpersonal problems but no differences concerning
psychoticism and paranoid ideation. A possible connecting
mechanism for both borderline personality disorder and
atypical depression related pathology could be increased
rejection sensitivity giving rise to interpersonal problems.
Possible methodological limitations of this study are the
small sample size and the fact that all BPD patients (in all of
the three groups) were severely disturbed (high psychopath-
ological scores, see Table 2) and had fewer partners and high
comorbidity (see Table 1). It remains unclear if a comorbid
atypical depression would also be associated with more
severe psychopathology, anxiety and interpersonal problems
in other personality disorders than BPD.
In summary the fundamental pattern of atypical depression
is represented by chronic mild depressions, which are
characterized by a younger age at onset, female predominance,
interpersonal rejection sensitivity, andmood lability, which are
difficult to distinguish from characterological pathology.
Patients who present with such patterns are frequently
diagnosed with borderline, histrionic, or avoidant personality
disorders. Congruent with our results the New South Wales
University group (see [58,59]) asserts the structural priority of
anxiety symptoms over mood symptoms and the significance
of interpersonal rejection sensitivity in atypical depression.
This concept overlaps considerably with that of “hysteroid
dysphoria,”which was proposed by Klein and Liebowitz [60],
and was one precursor of Columbia group's later concept of
atypical depression.
Differential treatment response of subtypes of patients
with borderline personality has been identified [61–63]. A
careful phenomenological analysis of early clinical pheno-
types, a clinical staging (with valid severity indexes), and
strategic biomarker research are the building blocks for a
future personalized psychiatry [64]. Current therapies are
limited because they do not recognize or accommodate the
extensive heterogeneity of borderline personality disorder
and its complex etiology [65]. Currently, insufficient
evidence is available supporting most personalizing vari-
ables for borderline personality disorder or depression (an
important exception is cytochrome p450 activity). “Some of
the features that have potential as personalizing variables that
can help predict response to particular treatments, pending
replication studies, include sex, hormonal status, atypical
depression, childhood trauma, family history of mental
illness, and certain biomarkers and genetic polymorphisms”
[66, pp. 1].
Unfortunately the concept of atypical depression has
become overextended and gradually lost its construct
validity. Therefore, the diagnostic criteria for atypical
depression should be reconsidered in reference to various
definitions and concepts and refined through accumulated
clinical research (see Ohmae [67]). “A fuller appreciation of
the BPD patient's interpersonal relationships and the
person's reactions and affects to and within those relation-
ships holds the key to understanding the nature of the quality
of the depression of BPD” [24, pp. 25].
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 Introduction 
 The prevalence of borderline personality disorder 
(BPD) is estimated to be between 1 and 2% for the gen-
eral population, 10% for psychiatric outpatients, and 20% 
for psychiatric inpatients  [1–4] . Psychiatric comorbidities 
are common in BPD, especially affective disorders, sub-
stance use disorders, and eating disorders  [5–7] . Patients 
with BPD suffer from affective instability, interpersonal 
instability, and impulsivity  [8, 9] . Affects such as anger 
and hostility and self-destructive behavior, as well as el-
evated stress and negative mood states, have been found 
 [10–12] . 
 Identity disturbance is one of the 9 diagnostic criteria 
of BPD  [13] . It has been reported that this criterion has 
the most predictive power  [14–16] . Moreover, the severity 
of identity disturbance and interpersonal problems has 
been found to be prognostic of the course of inpatient 
 Key Words 
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 Abstract 
 Background: Patients with borderline personality disorder 
(BPD) suffer from instability in their relationships, their affec-
tivity, and their identity. However, the associations between 
these dimensions are not clear. The purpose of the present 
study was to investigate the relation between identity diffu-
sion and psychopathology in BPD.  Methods: In the second 
week of inpatient treatment, 52 patients with BPD were as-
sessed with the Inventory of Personality Organization (IPO) 
and questionnaires measuring general psychiatric symp-
toms, mood states, and negative affects (SCL-90-R, BDI, STAI, 
and STAXI). A median split was examined to differentiate 
BPD patients with high identity diffusion from those with 
low identity diffusion.  Results: BPD patients with high iden-
tity diffusion did not differ in their social data from BPD pa-
tients with low identity diffusion. However, BPD patients 
with high identity diffusion showed significantly higher lev-
els of psychiatric symptoms, as well as higher anxiety, anger, 
and depression scores (p  ! 0.01). Moreover, they suffered 
more frequently from concurrent personality disorders (p  ! 
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treatment over 6 months  [17] . However, the findings on 
identity disturbance in BPD are inconsistent. Some stud-
ies have shown only moderate positive predictive power 
 [18–20] , while others have found a high negative predic-
tive value and high sensitivity for the criterion identity 
disturbance  [19, 21] . 
 While the terms identity and identity disturbance 
were hardly used by S. Freud, they became a central part 
of psychoanalytical theory based on the identity concept 
of Erikson  [22] and the borderline personality organiza-
tion concept of Kernberg  [23, 24] .
 The current psychological and sociological perspec-
tives and conceptualizations of the term identity are 
manifold, e.g. (1) ‘a subjective sense of personal sameness 
or continuity over time and across different situations 
and contexts’, (2) an inner psychic structure of the mature 
personality, which (3) the individual has to engage in an 
ongoing struggle to realize and which occurs in process-
es of separation and individuation  [15] .
 The psychodynamic perspective defines identity as 
the ‘psychological structure that determines the dynamic 
organization of character’ [ 25 , p. 11]. This structure does 
not contain all of the different aspects of identity but – as 
an ego identity – it provides to some extent the basis for 
at least 3 further levels of identity such as personal iden-
tity, social identity, and collective identity. Ego identity 
manifests itself ‘in conscious representations of the self, 
others, and the world in general, and in identifications 
with social groups, cultural norms, ideals, and values’ [ 15 , 
p. 346]. Thus, human identity can preliminarily be de-
fined – to denote the aspect of subjectivity – as a sense of 
self or as the subjective experience of self, the feeling of 
the self ’s coherence, and its continuity over time and – to 
denote the diverse attributes – as a relatively coherent and 
stable center of behavior, of self-regulation, and of voli-
tional acts, as an individual with stable and distinct traits, 
characteristics, needs, beliefs, values, and a unique (self-
narrative) biography  [15] .
 Identity diffusion is characterized by terms such as 
fragmentation, boundary confusion, and lack of cohesion 
in the subjective experience of self. It is distinguished 
from the typical identity crisis of adolescents in that ado-
lescents, although involved in intense conflicts and con-
fused about the attitudes of significant others to them-
selves, have a clear sense of the issues and their conflic-
tual nature and are able to describe their own personality 
as well as the significant others with whom they enter into 
conflict in an appropriate, realistic, and integrated way. 
In contrast, patients with BPD demonstrate problems 
with internalized ethical values, norms, interests, and 
ideals and show a chaotic or contradictory attitude to-
ward such value systems  [23] . 
 Thus, identity disturbance or identity diffusion is con-
ceptualized by a lack of differentiated and integrated rep-
resentations of the self and others, the lack of long-term 
goals, a negative self-image, and the lack of a sense of con-
tinuity in self-perception over time  [14, 15, 22–24, 26–28] . 
 As a result, patients experience rapid shifts in the way 
they view themselves and others, discontinuities and 
shifts of roles, and a sense of inner emptiness. Moreover, 
feelings of loss of integration and a sense of incoherence 
have been described  [29, 30] . 
 Fonagy et al.  [31] pointed out the failure of BPD pa-
tients to develop the capacity to mentalize, i.e. to step into 
the mind of another and to imagine the way the other 
experiences the patient. Finally, Westen and Cohen  [32] 
include in their definition of identity disturbance the 
above-mentioned attributes as well as others such as ‘lack 
of a coherent life narrative or sense of continuity over 
time’ or ‘the loss of shared memories that help define the 
self over time’  [32] .
 The paucity of empirical studies on identity and iden-
tity disturbance in BPD may stem partially from the dif-
ficulty of operationalizing and capturing the construct of 
identity disturbance in empirical clinical psychiatric re-
search  [33] . Studies in this area reported that: (1) less dif-
ferentiated and integrated representations of the self and 
others were significantly related to the self-reported use 
of maladaptive strategies (e.g. self-injurious behavior) to 
regulate negative affective states  [34] ; (2) identity distur-
bance was found in half of the patients with personality 
disorders  [35] , and substantially higher incidences were 
found (e.g. 86% in the Risskov-I-study  [36] ); (3) in com-
parison with normal controls, contrasting attributes were 
identified more often in the self-description of patients 
with BPD  [37] ; (4) patients with BPD and severe identity 
disturbance showed a less favorable psychotherapeutic 
treatment outcome compared to those with less severe 
identity disturbance  [17] , and (5) in a factor analysis to 
ascertain whether identity disturbance is a unitary con-
struct, Wilkinson-Ryan and Westen  [38] distinguished 4 
identity disturbance factors: role absorption, painful in-
coherence, inconsistency, and lack of commitment. All 4 
factors, but particularly painful incoherence, distinguish 
patients with BPD from patients with a history of sexual 
abuse without BPD diagnosis. 
 It has been argued that identity diffusion may be cor-
related with high levels of self-rated psychopathology and 
negative affectivity  [39] . 
 Identity Diffusion, Axis II Disorder, and 
Psychopathology in BPD 
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 The aim of this pilot study was to investigate associa-
tions of identity diffusion and psychopathology, such as 




 Patients admitted consecutively to the Psychiatric Hospital of 
the University of Basel (Switzerland) and diagnosed as suffering 
from BPD according to DSM-IV-TR criteria were included in the 
study in the second week of treatment. Exclusion criteria were 
schizophrenia, schizoaffective disorder, active psychosis, and 
substance intoxication or substance withdrawal syndrome. IRB 
approval was obtained, and all patients gave their informed con-
sent following a full explanation of the study.
 Fifty-two patients diagnosed with BPD were included in this 
study. Out of the total sample, 42 (80.8%) patients were female and 
10 (19.2%) male. The mean age was 29 years (SD 8.7). 
 Seventeen patients (32.7%) had only 1 personality disorder 
(BPD) without any other Axis II disorder, and only 2 BPD patients 
(3.9%) were without any comorbid Axis I disorder diagnosis.  Ta-
ble 1 lists the diagnostic characteristics of the sample.
 Interviews 
 Clinically experienced psychologists interviewed patients 
who had previously screened positive for BPD using the Struc-
tured Clinical Interview for DSM-IV Axis I Disorders (SCID-
I/P)  [40] and DSM-IV Axis II Disorders (SCID-II)  [41] . SCID-I 
and SCID-II are known for adequate-to-excellent internal con-
sistency and interrater reliability  [42, 43] . The interviewers had 
been trained to pay particular attention to distinguishing Axis 
I mental state conditions from Axis II personality trait phenom-
ena. 
 Questionnaires 
 To assess identity diffusion, the Inventory of Personality Or-
ganization (IPO)  [44, 45] was used. The scales of the IPO mea-
sure the constructs of identity diffusion, primitive defenses, re-
ality testing, aggression, and moral values. Good validity and 
reliability have consistently been demonstrated for the IPO  [46] . 
In order to generate subgroups for the severity of identity diffu-
sion, a median split of the IPO scale identity diffusion was cal-
culated.
 The SCL-90-R  [47] was administered to assess self-reported 
general psychiatric symptoms. The Beck Depression Inventory 
(BDI)  [48] , the Spielberger State and Trait Anxiety Inventory 
(STAI)  [49] , and the Spielberger State and Trait Anger Expression 
Inventory (STAXI)  [50] were used to assess depression score, anx-
iety, and anger, respectively.
 Statistical Analyses 
 All descriptive and inference-related statistical analyses were 
conducted with SPSS/15.0 for Windows. The parametric method 
used was the unpaired t test for group comparisons.  ! 2 tests were 
used as nonparametric methods to test for intergroup differences. 
All statistical tests were considered significant at a 2-tailed level 
of p  ! 0.05.
 Results 
 Social Data, Clinical Data, and Identity Diffusion 
 BPD patients with high identity diffusion and those 
with low identity diffusion did not differ significantly in 
their social data ( table 2 ).
Table 1.  Clinical data of the sample
Patients with BPD (n = 52)





Comorbid Axis II disorder (cluster form), n (%)
Cluster A 9 (17.3)
Cluster B 5 (9.2)
Cluster C 26 (50)
Comorbid Axis I disorder, n (%)
None 2 (3.9)
Affective disorder 42 (80.8)
Anxiety disorder 27 (51.9)
Substance-related disorder 33 (63.5)
Eating disorder 19 (36.5)









68.6 8 8.0 46.4 8 10.6 t = –8.52 
p < 0.0001
Age (mean 8 SD), years 28.588.0 29.489.4 n.s.
Sex, n (%)
Male 6 (22.2) 4 (16.0) n.s.
Female 21 (77.8) 21 (84.0)
Job situation, n (%)
Employed 8 (29.6) 5 (20.0) n.s.
Unemployed 19 (70.4) 20 (80.0)
Family situation, n (%)
Living with a partner 8 (29.6) 4 (16.0) n.s.
Living alone 19 (70.4) 21 (84.0)
Duration of BPD diagnosis, n (%)
<1 year – 3 (12.0) n.s.
1–5 years 8 (29.6) 8 (32.0)
>5 years 19 (70.4) 14 (56.0)
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 Identity Diffusion and Psychiatric Symptoms 
 Identity diffusion (IPO) and the self-rated psychiatric 
symptoms (SCL-90-R, BDI, STAI, and STAXI) correlated 
significantly with each other (p  ! 0.01).  Table  3 gives
an overview of the psychiatric symptoms of the groups 
with high and low identity diffusion. General psychiatric 
symptoms, depression scores, state anxiety, trait anxiety, 
state anger, and trait anger as well as all other IPO scales 
including primitive defenses, reality testing, aggression, 
and moral values were significantly higher in the group 
with high identity diffusion. 
 Identity Diffusion and Cooccurring Axis I and Axis II 
Diagnosis 
 While the groups did not differ with respect to con-
current Axis I disorder, the frequency of concurrent per-
sonality disorders was different in both groups. As shown 
in  table 4 , the group with high identity diffusion suffered 
more frequently from further personality disorders, 
mainly a concurrent cluster C personality disorder.
 Discussion 
 Examination of identity diffusion and psychopathol-
ogy has shown a significant association between identity 
diffusion, depression score, severity of psychiatric symp-
toms, and negative affects. Our findings support the
results of a nonclinical sample study which has already 
shown a correlation between identity diffusion and nega-
tive affects  [46] , as well as the results of an interview study 
with BPD patients, measured with the Structured Inter-
view of Personality Organization (STIPO), which found 
a lower level of personality structure including identity 
diffusion in the patients with more severe clinical symp-
toms  [51] .
 The degree of identity diffusion could therefore be 
considered a dimension of BPD or an expression of clini-
cal severity. Identity diffusion could be regarded as a spe-
cific stable feature of patients with BPD  [52] or of patients 
with severe personality disorders in general  [53] or, like 
other psychopathological items, as a feature of a severely 
psychopathological state.
 Our results may represent 2 BPD groups with border-
line pathologies of different severities. We found high 
values of all IPO scales and frequent additional Axis II 
disorders in the BPD group with high identity diffusion, 
which supports the concept of a borderline personality 
organization with more or less severe personality disor-
der  [53] . Positive correlations between high identity dif-
fusion, primitive defense mechanisms, interpersonal 
problems, impulsivity, and antisocial personality traits 
have also been also shown in previous studies  [54] . More-
over, a BPD subgroup has been found to be characterized 
Table 3.  Identity diffusion and negative affects
High identity 
diffusion (n = 27)
Low identity 
diffusion (n = 25)
IPO (mean 8 SD)
Primitive defenses 48.1685.76 35.2887.64 t = –6.90, p < 0.0001
Identity diffusion 68.6088.02 46.44810.64 t = –8.52, p < 0.0001
Reality testing 48.70812.46 32.3688.70 t = –5.44, p < 0.0001
Aggression 37.0587.91 28.2584.94 t = –4.77, p < 0.0001
Moral values 28.44587.03 21.0086.05 t = –4.08, p < 0.0001
SCL-90-R (mean 8 SD)
Global severity index 1.7980.58 0.9880.56 t = –5.16, p < 0.0001
BDI (mean 8 SD)
Depression score 29.2689.73 20.44811.29 t = –3.02, p = 0.004
STAI (mean 8 SD)
Trait anxiety 61.5688.42 50.38811.21 t = –4.08, p < 0.0001
STAI (mean 8 SD)
State anxiety 58.84811.55 48.67812.93 t = –2.99, p = 0.004
STAXI (mean 8 SD)
Trait anger 24.1987.11 18.0485.70 t = –3.43, p = 0.001
STAXI (mean 8 SD)
State anger 20.4588.68 14.4084.30 t = –3.22, p = 0.003
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by elevated levels of identity diffusion, aggression, and 
antisocial features  [55] . The interaction between identity 
diffusion and psychopathology remains unclear. Either 
identity diffusion predisposes to an exacerbation of psy-
chopathological symptoms, or psychopathological states 
(e.g. emotional instability) cause the disintegration of
the self and object representation. Empirical research on 
these interactions and possible causal relations remain to 
be carried out  [51] .
 The concept of identity diffusion as a marker of a per-
sonality structure implies that differences in demograph-
ic data such as job situation and family situation are to be 
expected. Contrary to our expectations, we were not able 
to show a significant difference in social functioning be-
tween the 2 groups. The reason may be the small number 
of patients in each group. 
 In principle, our results suggest that the degree of 
identity diffusion presents a measurement of the severity 
of BPD or any other personality disorder, as proposed in 
the revision of the diagnostic categories for personality 
disorders in DSM-V and ICD-11 (www.dsm5.org). DSM-
IV describes identity disturbance in BPD as being ‘char-
acterized by shifting goals, values, and vocational aspira-
tions’ [ 13 , p. 651], underscoring commitment and social 
functioning as fundamental elements of the ego identity 
status  [26, 56] . However, identity diffusion seems rather 
to manifest itself in specific fundamental factors such as 
‘painful incoherence’ or ‘inconsistency’  [38] which dis-
tinguish BPD and other personality disorders from other 
types of psychopathologies. Regarding the specificity of 
the criterion, further research is needed to develop a dif-
ferentiated and operationalized term for identity diffu-
sion in order to avoid an equivocal concept. The detected 
correlation of identity diffusion with psychopathology 
and Axis-II comorbidity, respectively, could be interpret-
ed in such a way that the degree of identity diffusion (as 
a result of the impaired development of a sense of self-
identity) indicates a clinical measure for the severity of 
personality disorders which the recommendations for a 
revised definition of personality disorders in DSM-V in-
tend to include  [57] .
 Based on the assumption that the positive change in 
BPD symptoms manifests itself more in alterations in 
self-destructive behavior than in the personality traits 
which are close to temperament (e.g. impulsivity)  [58,
59] , the further course and the changes in both dimen-
sions – i.e. identity diffusion and psychopathology – need 
to be examined. At present, there are no empirical find-
ings that sufficiently explain the associations between the 
distinct core symptoms of BPD  [60] . 
 Further research should focus on the clarification of 
an empirically operationalized concept of identity diffu-
sion and investigate the clinical relevance of a thorough 
personality structure level in determining the severity of 
Table 4.  Identity diffusion and concurrent diagnosis
High identity
diffusion (n = 27)
Low identity
diffusion (n = 25)
Axis I disorder, n (%)
None 1 (3.7) 1 (4.0) n.s.
Affective disorder 24 (88.9) 18 (72.0) n.s.
Anxiety disorder 15 (55.6) 12 (48.0) n.s.
Substance use disorder 17 (63.0) 16 (64.0) n.s.
Eating disorder 11 (40.7) 8 (32.0) n.s.
Axis II disorder (cluster form), n (%)
None 4 (14.8) 13 (52.0) !2 = 8.37, p = 0.04
Cluster A 5 (18.5) 4 (16.0) n.s.
Cluster B 4 (14.8) 1 (4.0) n.s.
Cluster C 18 (66.7) 8 (32.0) !2 = 6.44, p = 0.01
Axis II disorder (quantity), n (%)
None 4 (14.8) 13 (52.0) !2 = 8.37, p = 0.04
1–2 12 (44.4) 9 (36.0) n.s.
3–4 10 (37.1) 2 (8.0) !2 = 6.17, p = 0.013
n/a 1 (3.7) 1 (4.0) n.s.
Axis II disorder (quantity), mean 8 SD 2.0081.41 0.7580.99 Z = –3.26, p = 0.001
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a personality disorder. Regarding prognosis, important 
therapeutic indications (e.g. expected hospitalization) or 
possible therapeutic strategies hinge on determining the 
severity of a personality disorder. 
 Our study contains several methodological limita-
tions. Because of the small sample sizes in each group, the 
generalizability of these results is limited. Our failure to 
find significant differences in social data between BPD 
patients with low and high identity diffusion should be 
interpreted with great care. Further research is needed to 
investigate identity diffusion in the different types of per-
sonality disorders and to examine the question of wheth-
er identity diffusion changes in the natural course of the 
personality disorder.
 In conclusion, the associations of negative affects, 
mood, and identity diffusion indicate the clinical impor-
tance of identity diffusion in patients with BPD.
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Objectives: Patients with borderline personality disorder (BPD) show various psychopathological
symptoms and suffer especially from disturbance in their identity. The purpose of the study was to
investigate changes—particularly in affective BPD symptoms and identity diffusion—during a
structured, disorder-specific inpatient treatment (DST) that combined a psychodynamic transference-
focused psychotherapy approach with modules of dialectical behavioural skills training.
Method: In a prospective, two-group comparison trial, 44 patients with BPD were assessed with ques-
tionnaires addressing identity diffusion and state, as well as trait affective psychopathology, before
and after 12weeks of inpatient treatment. Thirty-two patients received DST, whereas 12 patients were
given inpatient treatment-as-usual (TAU). The patients were allocated in a non-random procedure for
two groups, in order of admission and availability of treatment options in the DSTunit.
Results: In the pre-post-comparison, the DST group showed a significant decrease in identity diffusion
(p< 0.001) and improvements in instability of the image of self and others (p< 0.008), as well as in path-
ological (trait and state) symptoms. However, there was no significant improvement in the TAU group.
Conclusions: After a 12-week inpatient treatment, the findings indicate significant improvements in the
DST group in typical affective borderline symptomatology and in the personality structure feature of
identity diffusion. This highlights the significance of a short-term specific inpatient therapy for BPD.
Key Practitioner Message:
• A structured, disorder-specific inpatient treatment of patients diagnosed with borderline personality
disorder (BPD) combined a psychodynamic transference-focused psychotherapy treatment approach
(focusing on pathological features in personality organization, particularly on non-integrated images
of self and others) with modules of dialectical behavioural skills training. This treatment is associated
with a decrease in identity diffusion of these patients after 12weeks of treatment.
• The treatment is also related to a significant decrease in borderline typical psychopathological
symptoms such as depressive symptoms, as well as an improvement in state anger.
• The outcomes of this structured, disorder-specific inpatient treatment of severely ill BPD patients
indicated the relevance of intensive short-term inpatient psychotherapy in terms of psychopathological
improvements as well as initial changes in structural personality organization.
Copyright © 2014 John Wiley & Sons, Ltd.
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OBJECTIVES1
Borderline personality disorder (BPD) is a serious psy-
chiatric problem. The mean prevalence is 1.35% in the
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general population (Torgersen, Kringlen, & Cramer, 2001),
15–25% amongst psychiatric inpatients (Gunderson, 2009;
Torgersen, 2005) and 50% amongst psychiatric inpatients
with personality disorders (PDs) (Lenzenweger, 2008;
Lenzenweger, Lane, Loranger, &Kesserl, 2007; Lenzenweger,
Loranger, Korfine, &Neff, 1997;Widiger &Weissman, 1991).
Symptoms of negative affectivity and affect dysregulation,
impulsivity and instability in interpersonal relationships
characterize the borderline syndrome (Gunderson & Links,
2008; Sanislow, Grilo, & McGlashan, 2000). Affects of anger
and hostility, self-destructive behaviour and elevated stress
and negative mood states are characteristic (Henry et al.,
2001; Walter et al., 2008; Zanarini et al., 1998). There is a high
comorbidity in BPD with other Axis II PDs, as well as Axis I
disorders (depression, anxiety, eating disorders, post-
traumatic stress disorder and substance use disorder)
(Leichsenring, Leibing, Kruse, New, & Leweke, 2011; Walter
et al., 2009; Zanarini et al., 1999).
Personality disorders are associated with distorted and
maladaptive thinking about oneself and others. The com-
ponents that substantially constitute personality function-
ing are identity, self-direction, empathy and intimacy
(Bender, Morey, & Skodol, 2011; Morey et al., 2011).
The revision of DSM-5 admittedly maintains a categori-
cal model for the diagnosis of PDs but includes a new
trait-specific methodology in a separate part of Section
III to encourage further research in this area (APA, 2013).
It takes into account dimensions of self-functioning and
interpersonal functioning, particularly impairments in iden-
tity or in self-directedness (instability in goals, aspirations,
values etc.). However, despite its important role, research
on problems of identity in BPD is still sparse (Brazier et al.,
2006; Levy et al., 2006).
Kernberg et al. focussed on this diagnostic core concept of
‘identity’ with regard to PDs, stressing a notion of identity
that ‘provides a psychological structure determining the
dynamic organisation of character’ (Clarkin, Yeomans, &
Kernberg, 2006, p. 11). On the basis of his psychodynamic
theory of personality, Kernberg defines identity diffusion
as ‘a structural, pathological consolidation of the inter-
nalised world of object relations’ (Kernberg, 2006, p. 980),
which is reflected in disordered and unintegrated repre-
sentations, both of the self and of other people. Many
researchers and clinicians consider identity diffusion or dis-
turbance to be one of the core diagnostic criteria for BPD
(Jørgensen, 2006, 2010; Jørgensen et al., 2009). Kernberg
further argues that identity diffusion is ‘the key anchoring
point of the differential diagnosis of milder types of charac-
ter pathology and neurotic personality organisation, on the
one hand, and severe character pathology and borderline
personality on the other’ (Kernberg, 2004, p. 61).
As we reported previously (Sollberger et al., 2012), the
paucity and inconsistencies of the results of empirical
studies on identity and identity diffusion may stem par-
tially by the difficulty in operationalization, accompanied
by confusion of the constructs of identity diffusion in empir-
ical clinical psychiatric research (Oldham et al., 1985).
Several operationalized and evidence-based disorder-
specific outpatient treatments have proven to be effective
in terms of symptom decline and improvements in
general functioning (Sollberger & Walter, 2010; Stoffers
et al., 2012; Yeomans, Levy, & Meehan, 2012). Whereas
dialectical behavioural therapy (DBT) focuses primarily
on an improvement in the fundamental affect dysre-
gulation (Lynch, Chapman, Rosenthal, Kuo, & Linehan,
2006) of BPD patients, the psychodynamic approach of
transference-focused psychotherapy (TFP) (Clarkin et al.,
2006) addresses—besides general and specific symptom-
atology—structural features of personality, particularly
the core pathological feature of identity diffusion. At its
root, identity diffusion, as the lack of a coherent, inte-
grated sense of self and others, characterizes the patho-
logical personality organization of a broad range of
severe PDs organized at the borderline level, including
BPD; it is treated in TFP as it manifests in therapeutic
transference, i.e., as a form of interpersonal manifestation
of intrapsychic conflicts amongst different internal states.
The efficacy of both the operationalized treatment of
DBT (Stoffers et al., 2012) and that of TFP (Clarkin, Levy,
Lenzenweger, & Kernberg, 2007; Doering et al., 2010;
Giesen-Bloo et al., 2006) has been evaluated in several
randomized controlled trials.
Regarding the current state of research, it is striking that
only a few studies have been published on inpatient treat-
ments (Bartak et al., 2011; Bohus et al., 2013) with even fewer
investigating the combination of different and specific
therapeutic approaches in the treatment of BPD patients.
In the recent Cochrane Review on psychological thera-
pies for patients with BPD (Stoffers et al., 2012), all but
two studies—one is unpublished, and the other was
excluded from the review for lack of randomization
(Bohus et al., 2004)—were conducted in an outpatient
setting. Participants in the Bateman and Fonagy (1999)
study were partially hospitalized. The study of Steil, Dyer,
Priebe, Kleindienst, and Bohus (2010, the unpublished
study in the review) included several stages—from a diag-
nostic outpatient phase to an inpatient stay and an
additional outpatient booster session after the end of the
inpatient treatment. But the main interventions were
conducted in an inpatient setting. A systematic review of
11 studies of DBT in inpatient treatment of BPD (Bloom,
Woodward, Susmaras, & Pantalone, 2012) shows consid-
erable variation in treatment configuration and duration.
However, the findings suggest that DBT may be effective
in reducing symptoms related to BPD in inpatient settings.
In an uncontrolled inpatient study using psychoanalytic-
interactional psychotherapy, Leichsenring, Masuhr, Jaeger,
Dally, and Streeck (2010) report improvements with large
effect sizes in target and general symptoms, interpersonal
problems and contentedness of life of patients with BPD.
D. Sollberger et al.
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In many countries (Germany, Netherlands, Switzerland
etc.), intensive inpatient treatment of borderline patients
or patients with other severe PDs is still very common
and can probably facilitate subsequent outpatient psycho-
therapy (Bohus et al., 2004; Stoffers et al., 2012). Indications
for inpatient treatment are (acute or chronic) suicidality,
severe or risky impulsive behaviour, problems with cur-
rent substance abuse, major psychosocial problems or a
negative therapeutic reaction that severely impedes out-
patient psychotherapy. Inpatient treatment particularly
emphasizes the potential risks of non-specific inpatient
treatment (regression, severe enactments etc.) (Dammann,
2012; Zeeck et al., 2009). As an overall goal, inpatient treat-
ment seeks to be effective in reducing psychopathological
symptoms related to BPD. It also aims to initiate a change
in features of pathological personality organization such
as identity diffusion. TFP specifically addresses the latter
as manifestation of a split mental structure.
To summarize, even though identity diffusion is thought
to be a core feature of BPD that is addressed by TFP,
changes in identity diffusion as an effect of specific psy-
chotherapeutic interventions have hardly been examined.
Only a few studies have reported improvements in per-
sonality functioning, such as personality organization
(Doering et al., 2010) or reflecting functioning and narra-
tive coherence (Levy et al., 2006). Moreover, despite recent
studies that examined the effectiveness of inpatient treat-
ment of BPD (Bartak et al., 2011; Bohus et al., 2013; see also
Bloom et al., 2012), there is still a need of studies that
particularly prove clinical approaches under natural con-
ditions in treatment programmes that combine different
evidence-based psychotherapeutic therapies.
Therefore, this study sought to examine the effectiveness
of a structured, disorder-specific inpatient treatment (DST)
of BPDpatients in a specialized disorder-specific psychiatric
inpatient unit. This unit employs the viable clinical ap-
proach of combining psychodynamic treatment with
modules of dialectical behavioural skills training (distress
tolerance, emotional regulation, interpersonal effectiveness
and mindfulness). More precisely, we focussed on the
characterological core feature of identity diffusion in BPD
patients and investigated changes in identity diffusion
during the DST in comparison with inpatient treatment-
as-usual (TAU). We argued that BPD patients in the DST
setting not only show a decrease in symptomatology
but—in contrast to the TAU group—also exhibit less
identity diffusion after the psychotherapeutic treatment.
METHODS
Study Design and Participants
Patients participated in an inpatient study for BPD
patients (Basel Borderline Inpatient Study BABIS). The
aim of this study was to compare the effects of DST
versus TAU.
The study was designed as a prospective, non-
randomized, two-group comparison inpatient study for
patients with a main diagnosis of BPD. Patients who had
been admitted consecutively to the Psychiatric University
Hospital Basel (Switzerland), had been diagnosed as
suffering from BPD by trained and experienced clinicians
according to the DSM-IV-TR criteria and were between
the ages of 18 and 65 years were included in the study.
Exclusion criteria were schizophrenia, schizoaffective dis-
order and bipolar disorder. Moreover, patients with intox-
ications and current drug or alcohol abuse as well as with
mental retardation were excluded, whereas patients with
a remitted substance use disorder were included.
The local ethics committee (EKBB Basel) obtained IRB
approval, and all patients signed written informed con-
sent, following a full explanation of the study.
Sampling
At baseline, 60 patients (37 DST/23 TAU) were inter-
viewed. Five patients (three DST/two TAU) failed to com-
plete the questionnaire and were excluded from the study.
Fifty-five patients were allocated in two parallel groups
due the clinical procedure described below. Forty-four
patients (32 DST/12 TAU) completed the second part of
our study after 12weeks.
Our sample consisted of 44 patients diagnosed with
BPD. Of the total sample, 35 (79.5%) patients were female,
and nine (20.5%) were male. The mean age was 29.6 years
(standard deviation = 9.2). Fifteen BPD patients (34%) had
one PD, 18 (41%) had two or three PD diagnoses and 11
patients (25%) had more than three PD diagnoses. Addi-
tionally, 38 patients suffered from concurrent major depres-
sive disorder (86.3%), 27 had a substance use disorder
(61.4%), 24 had an anxiety disorder (54.5%) and 17 BPD pa-
tients had a concurrent eating disorder (38.6%), according to
the SCID-I/P (First, Spitzer, Gibbon, & William, 1996).
The study was designed to contain two parallel groups in
two different wards with different therapists, one with DST
and one with TAU. Until recently, the inpatient unit pro-
viding DST in the Psychiatric University Hospital, Basel,
was the only one in the region. It is dimensioned for 14 pa-
tients. Because of this DST treatment facility shortage, many
of the borderline patients entering the psychiatric hospital
for psychotherapeutic treatment had to be referred to
another inpatient unit providing TAU. At the same time,
patients from other parts of Switzerland were referred
specifically to the DST unit, due to the conditions of
payment specified by their insurances. Therefore, randomi-
zation was not feasible in this clinical trial. Entry into the
treated DST group followed the order of admission and
availability of treatment options in the DST unit.
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Timing
The assessment point for both DST and TAU was the first
week after entering the clinic. Post-testing was conducted
12weeks after the initial assessment.
Settings and Treatments
Borderline personality disorder patients were assigned to
a DST that combines a psychodynamic TFP approach
with modules of dialectical behavioural skills training in
the psychotherapy ward of the Psychiatric University
Hospital or to TAU in a general psychiatric inpatient ward
of the same hospital.
Treatment-as-usual consisted of clinical management
(supportive treatment, social psychiatry and psycho-
pharmacotherapy) from the psychiatric services. Patients
in this group generally attended one non-specific psycho-
therapeutic session per week with a psychiatrist, psycho-
education in group therapy, supportive talks with staff
nurses and one session per week with a social worker.
Once a week, the senior physician of the unit supervised
the staff team. All team members were experienced in
treating patients with BPDs but not trained in specialized
evidence-based treatments for BPD.
Disorder-specific inpatient treatment combined twice-
weekly individual TFP sessions (in accordance with the
TFP treatment manual; see Clarkin et al., 2006) with a pri-
mary therapist trained in TFP, together with twice-weekly
TFP-oriented psychodynamic group therapy with nurses
and a social worker (similar to TAU sessions), as well as
weekly supervision and consultation meetings for the ther-
apists. In addition and depending on the demonstrated
improvements in affect regulation (Linehan et al., 2006),
patients in the DST unit attended weekly DBT-based
skills-training groups conducted by trained staff nurses to
augment the TFP treatment. As already mentioned above,
this specific inpatient treatment unit combined psychody-
namic treatment with modules of dialectical behavioural
skills training. Whereas DBT skills sessions focus par-
ticularly on mindfulness and on coping with extreme
affect states and dysfunctional behaviour, TFP targets
the conflicts amongst the patient’s internal representa-
tions of self and others within the transference and
interpersonal problems (Yeomans et al., 2012).
Disorder-specific inpatient treatment was performed in
a specialized psychotherapeutic unit with a set stay length
of 12weeks, whereas TAU was provided with variable
lengths of stay (mean 11.33weeks). Thus, treatment dose
(Howard, Kopta, Krause, & Orlinsky, 1986) expressed as
period of treatment was comparable in both groups but
slightly in favour of DST.
Psychopharmacologically experienced psychiatrists on
every unit prescribed the medication. All patients in both
groups were on medication deemed appropriate by the
psychiatrists and in accordance with the recommended
APA guidelines (Soloff, 2000).
Interviews
Clinically experienced interviewers were trained for struc-
tured clinical interviewing. To determine Axis I and Axis
II disorders, they interviewed subjects screened in the
clinical enrolment interview by experienced medical doc-
tors as being positive for BPD. These determinations were
made on the basis of the Structured Clinical Interview for
DSM-IVAxis I Disorders (SCID-I/P) (First et al., 1996) and
for DSM-IV Axis II disorders (SCID-II) (First, Gibbon,
Spitzer, Williams, & Benjamin, 1997).
Outcome Measures and Questionnaires
We chose identity diffusion as a primary outcome measure
because this complex construct of Kernberg’s object rela-
tions model of BPD, which underlies our study, is thought
to be the core feature of borderline personality organization.
Changes in affective psychopathology (i.e., anxiety, aggres-
sion and depression) were chosen as a secondary outcome
measure because of their relevance to emotional and affective
state and trait instability, from which BPD patients suffer.
To assess identity diffusion before and after treatment, an
instrument based on Kernberg’s concept of borderline
personality organizationwas used: the Inventory of Person-
ality Organisation (IPO) (Clarkin, Foelsch, & Kernberg,
2000; Dammann, Smole-Lindinger, & Buchheim, 2002;
Lenzenweger, Clarkin, Kernberg, & Foelsch, 2001). This
inventory measures the theoretically based constructs of
identity diffusion, primitive defences, reality testing, ag-
gression and moral values. We also used a recently
published analysis of the empirically examined factor struc-
ture of the primary scales for IPO (Ellison & Levy, 2012). In
contrast to the three theoretical constructs of the IPO
defined by Kernberg (coherence of identity, maturity of
defences and capacity for reality testing), Ellison and Levy
identified a four-factor structure from an empirical analysis
(performed on a large, albeit non-clinical, sample [n=1260]
and using exploratory structural equation modelling as
well as multiple regression). The structure includes the
following: (1) ‘Instability of Self and Others’; (2) ‘Instabil-
ity of Goals’; (3) ‘Psychosis’; and (4) ‘Instability of Behav-
iour’. The authors argue that factors 1 and 2 ‘can be seen
as separate aspects of the identity diffusion construct’
with regard to both the pattern of factor loadings and
the relationships to external measures of self-concept
stability. Moreover, the first factor seems to be a ‘general
factor’ because it contains far more items than the three
others. We therefore calculated our data on this empiri-
cally evaluated basis, too.
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To assess the affective state and trait symptoms, as well
as changes in comorbidity of depression, we applied the
Beck Depression Inventory (BDI) (Hautzinger, Bailer,
Worrall, & Keller, 2000), the State-Trait Anxiety Inventory
(Laux, Glanzmann, Schaffner, & Spielberger, 1981) and the
State-Trait Anger Expression Inventory (Schwenkmezger,
Hodapp, & Spielberger, 1992).
Good validity and reliability have consistently been
demonstrated for the IPO (Lenzenweger et al., 2001), as
well as for the other, above-mentioned self-rating instru-
ments (Barnes, Harp, & Jung, 2002; Dozois, Dobson, &
Ahnberg, 1998; Forgays, Forgays, & Spielberger, 1997;
Mueller, Bongart, Heiligtag, & Hodapp, 2001).
Drop-Out Rates
Eleven patients (20%; twoDST/nine TAU) failed to complete
the second part of our study for several reasons: three
patients (oneDST/twoTAU) left the clinic early, four patients
(one DST/three TAU) no longer wished to participate and
four patients (four TAU) could not be contacted.
Statistical Analyses
All statistical analyses were conducted with SPSS/20.0.
Assumptions of homoscedasticity and tests for normal
distribution were performed prior to the analysis. χ2-tests
were used for testing intergroup differences in nominal
and ordinal scales. Pre-post-comparison was analysed
with the paired t-test for normally distributed and the
Wilcoxon signed rank test for non-normally distributed
data. The unpaired t-test and the Mann–Whitney U-test
were performed for group comparison (corresponding to
the distribution of the data). All statistical tests were
considered significant at a paired level of p< 0.05.
RESULTS
Social and Clinical Characteristics
Table 1 shows severe BPD psychopathology with frequent
Axis I and Axis II pathologies at baseline. Because of our re-
cruitment process that was characterized by natural clinical
Table 1. Social and clinical data of the sample
DST (n= 32) TAU (n= 12) p
Age, mean (SD) 26.7 (6.5) 29.4 (9.4) t=!4.14, p= 0.001
Sex, n (%)
Male 6 (18.8) 3 (25.0) ns
Female 26 (81.2) 9 (75.0)
Job situation, n (%)
Employed and partially employed 12 (37.5) 4 (33.3) ns
Apprenticeship 8 (25.0) 0 (0.0) ns
Unemployed 7 (21.8) 2 (16.7) ns
Disability pension 6 (18.8) 10 (83.3) t=3.989, p=0.001
Family situation, n (%)
Living with a partner 7 (21.9) 1 (8.3) ns
Living alone 25 (78.1) 11 (91.7)
Duration of the illness, n (%)
<1 year 2 (6.3) 1 (8.3) ns
1–5 years 13 (40.6) 3 (25.0)
>5 years 17 (53.1) 8 (66.7)
Axis I disorder, n (%)
None 2 (6.3) 0 (0.0) ns
Affective disorder 27 (84.4) 11 (91.7) ns
Anxiety disorder 19 (59.4) 5 (41.7) ns
Substance-related disorder 18 (56.3) 9 (75.0) ns
Eating disorder 13 (40.6) 4 (33.3) ns
Axis II disorderCluster form, n (%)
None 9 (28.2) 6 (50.0) ns
Cluster A 6 (18.8) 1 (8.3) ns
Cluster B 2 (6.3) 2 (16.7) ns
Cluster C 21 (65.6) 3 (25.0) χ2 = 5.8, p= 0.02
BPD=borderline personality disorder. DST =disorder-specific treatment. TAU= treatment-as-usual. SD= standard devia-
tion. ns = non-significant.
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conditions, we had significant differences between the two
treatment groups in the following three variables: comorbid-
ity in PDs of the C type (anxious and fearful disorders), age
and disability pensions. On average, BPD patients in the
DST group were 3years younger than those in the TAU
group. A total of 83.3% (n=10) of the TAU group had a full
disability pension, in contrast to 18.8% (n=6) in the DST
group (p=0.001). However, despite this difference, the study
participants in both groups were fully or partially employed,
and therefore, no significant between-group difference has
been found concerning the employment status.
Psychopathology and Identity Diffusion at Baseline
As shown in Table 2, the groups did not differ at baseline in
terms of psychopathological affective features (state and
trait anger and anxiety, depressive symptoms). In contrast,
both identity diffusion—one of the theoretical constructs of
the IPO (Clarkin et al., 2000)—and instability of the sense of
self and of others—an empirical factor of the IPO (Ellison &
Levy, 2012)—differed significantly between DST and TAU
(Table 2). Moreover, there was also a significant group dif-
ference in terms of primitive defences (IPO)
Changes in Psychopathology and in Self-Functioning
After the DST group’s 12weeks of inpatient treatment, we
found significant changes in the theoretical construct of
identity diffusion (IPO), as well as in the empirical factor
‘instability of self/others’ (IPO empirically evaluated). In
contrast, identity diffusion and instability of the sense of
self and of others increased in the TAU group but not
significantly. Thus, the significant group difference at
baseline in this regard was absent at the second measuring
point. The other parameters of personality organization
features showed no significant differences after treatment
for either group (Table 3). In addition, a significant de-
crease in affective psychopathology was measured in pa-
tients participating in the DST. Thus, these patients
showed a significant improvement in self-reported de-
pression—even though the depressive symptoms still
indicated clinically relevant depression after inpatient
treatment. Furthermore, improvements in state anger
and a tendency towards improvement in anxiety states
were demonstrated. However, no differences were found
for the TAU group.
DISCUSSION AND CONCLUSIONS
Identity Diffusion
Our combined TFP-DBT, disorder-specific, structured in-
patient treatment of patients diagnosed with BPD focused
on both the decline in psychopathological symptoms and
on an improvement in structural features of personality
organization, particularly changes in identity diffusion.
Table 2. Between-group comparisons at pre-treatment
DST (n=32) TAU (n=12) p
IPO (theoretical construct), mean (SD)
Identity diffusion 62.71 (12.81) 47.75 (13.74) t= 3.70, p= 0.001
Primitive defences 43.42 (8.94) 37.41 (9.08) t= 2.19, p= 0.034
Reality testing 41.19 (12.67) 38.83 (16.66) ns
Aggression 34.11 (8.21) 32.27 (7.12) ns
Moral values 25.59 (7.80) 21.83 (5.94) ns
IPO (empirically evaluated four-factor structure)*, mean (SD)
Instability in self and others 94.41 (17.95) 75.33 (19.90) t=3.31 p=0.002
Instability in goals 5.61 (2.38) 4.75 (2.65) ns
Psychosis 21.42 (8.65) 20.67 (9.70) ns
Instability in behaviour 19.10 (5.56) 16.40 (6.81) ns
STAXI, mean (SD)
State anger 18.56 (8.07) 15.00 (6.83) Z= -2.12, p = 0.034
Trait anger 22.10 (7.30) 18.67 (6.27) ns
STAI, mean (SD)
State anxiety 56.25 (11.0) 50.70 (14.86) ns
Trait anxiety 58.33 (8.65) 53.58 (14.22) ns
BDI, mean (SD)
Depression score 27.16 (9.16) 23.64 (12.92) ns
*Ellison & Levy, 2012
DST=disorder-specific treatment. TAU= treatment as usual. IPO= Inventory of Personality Organisation. STAXI = State-Trait Anger Expression Inven-
tory. STAI = State-Trait Anxiety Inventory. SD= standard deviation. ns = non-significant.
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Transference-focused psychotherapy for patients with
BPD targeted identity diffusion (Levy et al., 2006), i.e.,
the non-integrated, split-affect (sequestered in all nega-
tive, all positive) images of self and others. It specifically
addressed conflicts amongst the patients’ internal affec-
tive states, focusing on the transference in the therapeutic
relation. With regard to these affective states—which are
often barely tolerated—the DBT’s teaching of skills helped
the patient regulate and tolerate impulses and over-
whelming affects. Thus, the psychotherapeutic work
within the firm and structured inpatient treatment frame
focused primarily on the activated and affect-related
patient–therapist dyads in clarifying, confronting and
interpreting the affective states in their relation to images
of self and others. This approach was intended to achieve
a decline in symptoms. It was also intended to reduce
identity diffusion and to initialise a process of integration.
This process was to be continued in an outpatient setting.
Our results demonstrate a significant decrease in
identity diffusion and instability of the image of self and
others during the relatively short, specific inpatient
treatment, compared with inpatient TAU. Although the
DST group showed a significant higher Axis II Cluster C
comorbidity, which presumably impedes a successful
outcome (Zanarini et al., 2004), these patients benefited
from inpatient psychotherapy. It seems that the absence
of the TFP-based emphasis on identity diffusion in the
TAU group explains its lack of positive change.
One objection might be that the effect is due to the level
of severity, which differs at baseline between the two
groups in terms of Axis II Cluster C comorbidity, as well
as in terms of identity diffusion (measured by the IPO)
(for a similar discussion regarding self-injury, see Doering
et al., 2010). But it also might be true that particularly
Cluster C comorbidity with (neurotic) traits of anxiety
and avoidance leads patients in the DST group—besides
their additional aggression—to more intense use of the
therapeutic relationship and to more space for quiet
observation, reflection and description of their own emo-
tional states underlying the therapeutic dyads. This might
Table 3. Pre-post-tests of disorder-specific inpatient treatment (n=32) and treatment-as-usual (n= 12) groups
Variable Mpre SDpre Mpost SDpost t p
IPO (theoretical construct)
Identity diffusion—DST 62.71 12.81 58.49 14.01 2.95 0.006
Identity diffusion—TAU 47.75 13.74 48.92 12.28 !0.38 0.711
Primitive defences—DST 43.42 8.94 41.89 10.63 1.24 0.225
Primitive defences—TAU 37.41 9.08 36.92 7.96 0.27 0.789
Reality testing—DST 41.19 12.67 39.99 13.98 0.43 0.673
Reality testing—TAU 38.83 16.66 37.70 12.21 0.42 0.683
Aggression—DST 34.11 8.21 33.12 7.95 0.98 0.337
Aggression—TAU 32.27 7.12 29.88 7.67 2.15 0.060
Moral values—DST 25.59 7.80 24.67 6.98 0.93 0.358
Moral values—TAU 21.83 5.94 20.83 5.88 0.73 0.481
IPO (empirically evaluated four-factor structure)*
Instability in self/others—DST 94.41 17.95 88.35 21.61 2.85 0.008
Instability in self/others—TAU 75.33 19.90 77.35 17.80 0.46 0.964
Instability in goals—DST 5.61 2.38 5.27 2.62 1.07 0.293
Instability in goals—TAU 4.75 2.65 5.82 2.69 !1.70 0.120
Psychosis—DST 21.42 8.65 21.11 9.28 0.20 0.840
Psychosis—TAU 20.67 9.70 19.54 7.45 1.16 0.274
Instability in behaviour—DST 19.10 5.56 18.99 5.65 !0.22 0.832
Instability in behaviour—TAU 16.40 6.81 15.91 6.24 1.27 0.233
BDI
BDI—DST 27.16 9.16 21.39 12.31 3.65 0.002
BDI—TAU 23.64 12.92 18.86 14.49 0.94 0.370
STAI
State anxiety—DST 56.25 11.00 53.10 12.86 1.36 0.184
State anxiety—TAU 50.70 14.86 49.33 14.03 0.41 0.690
STAXI
State anger—DST 18.56 8.07 14.28 5.26 !3.18 0.001
State anger—TAU 15.00 6.83 17.18 8.38 !1.67 0.126
*Ellison & Levy, 2012
IPO= Inventory of Personality Organisation. DST =disorder-specific treatment. TAU= treatment as usual. BDI = Beck Depression Inventory.
STAI = State-Trait Anxiety Inventory. STAXI = State-Trait Anger Expression Inventory. M=mean. SD= standard deviation.
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be a benefit in terms of prognosis, since it is of particular
concern with respect to splitting mechanisms in self-image
and object representations. As reported previously,
borderline patients show a poorly integrated image of
the self and others, in contrast to controls with major
depressive disorders (Dammann et al., 2011): they pre-
dominantly display an altruistic, superficial and suffering
self-image and see aggressive tendencies only in other
persons. The TFP-based DST focuses precisely on such
split, polar-opposite affect dispositions that influence
partial representations and are supposed to disrupt
patients’ capacity for integrating their partial representa-
tions of self and others (Kernberg, 2006). However,
bearing in mind the severity of the disorder, the significant
improvement in identity diffusion in a relatively short
DST inpatient treatment, which focuses on achieving
structural or personality change, indicates the effective-
ness and the necessity of the treatment.
Moreover, the significant pre-treatment group difference
in the level of identity diffusion makes it methodologically
difficult to appropriately attribute the positive outcome
effects in identity diffusion in the DST group—in contrast
to the TAU group—to the specific therapeutic intervention.
The effect could be due to the methodological possibility of
‘regression to the mean’. Thus, for purely technical reasons,
patients with higher identity diffusion at baseline in the
DST group might show significant improvements in con-
trast to patients with less identity diffusion in the TAU
group. However, relative to the TAU group, the DST group
also exhibited improvements in the other outcome mea-
sures (depression and state anger). There, it appears at least
probable that the effect on identity diffusion is specifically
due to the intervention, namely, the TFP in DST that focuses
particularly on this feature. That provides evidence that
DST might be a treatment of special benefit to patients with
severe BPD pathology. Furthermore, the other significant
pre-treatment group differences should be taken into
account when interpreting the superiority of DST inpatient
treatment with regard to the improvement in identity dif-
fusion: the younger age of the DST group and the greater
number of disability pensions in the TAU group (Table 1).
Both may be related to the chronicity of the disorder, as
the BPD patients (with a mean age of around 30years) are
more frequently on disability pensions due to their illness
and are only partially employed, whereas the younger
patients in the DST group often are still in an apprenticeship
or fully employed. Therefore, younger patients have more
optimistic social perspectives than the elder patients.
However, in the natural course of BPD, as Zanarini and
her group showed (Zanarini, Frankenburg, Hennen, & Silk,
2003), there is a general decline in the course of ageing.
Thus, elder patients in our TAU group might benefit from
the small positive difference in age relative to the DST
group. On the basis of our data, it is difficult to define the
relevance of these factors, as it is not clear which group
was in better initial condition. The DST group had the
advantage of fewer disability pensions, which may indicate
less advanced illness. However, the group also had the
disadvantages of greater Cluster C comorbidity, higher
state anger and more primitive defence mechanisms.
Disorder-specific treatment, particularly the TFP items
that address identity diffusion, seems to be able to change
identity diffusion after intensive inpatient treatment for a
limited period. Admittedly, more research is needed,
particularly regarding the long-term outcome.
Affective Psychopathology: Anger, Anxiety and
Depression
In addition, the DST group showed a significant decrease
relative to the TAU group in state anger but not in anxiety.
The latter might be due to Cluster C comorbidity, given
that pervasive feelings of social inhibition and inadequacy
do not change in the socially intense environment of the
unit and in the short term. The significant decrease in state
anger in DST patients apparently indicates the beginning
of reorganization in perceiving and experiencing others
in interaction. These findings are totally consistent with
those of Clarkin et al. (2007), who showed a significant
reduction in anger as a specific improvement of the TFP
outpatient treatment, in contrast to the lack of improve-
ment in the dialectical behaviour treatment. This was also
similar to the results reported by Bohus et al. (2004), where
the DBT group showed significant improvement in every
outcome measure except anger. Aggression in terms of
state anger is one of the psychotherapeutic core features
during inpatient treatment: during the intense social
coexistence in the unit, aggressive interactions are focused
both in the therapeutic milieu in the ward and in the
psychotherapeutic group and individual therapy. Gener-
ally, patients promptly become confronted with their
aggressive behaviour by fellow patients or care workers
and therapists. However, changes in trait anger, as well
as state and trait anxiety, will last much longer than
12weeks and require a longer treatment phase, generally
in an outpatient setting.
In agreement with Bateman and Fonagy (1999), who
reported significant group differences in the improve-
ments in depression in BPD outpatients in mentalization-
based therapy, we found a significant decrease in dep-
ressive symptoms in the DST group. This contrasts with
the majority of RCTs of specific BPD outpatient treat-
ments, where no group differences in depression were
reported (Clarkin et al., 2007; Doering et al., 2010; Linehan,
Armstrong, Suarez, Allmon, & Heard, 1991; Linehan et al.,
2006; Verheul et al., 2003). Our findings cannot be
attributed to a high severity of depressive illness as
Doering et al. (2010) do for the Bateman and Fonagy study,
in which patients started with a BDI score of 36.0. Our
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patients started with a BDI score of 27.2 in the DST group
(comparable with 25.8 for the patients in the Doering
study), and there was no significant group difference at
baseline. Thus, it is more likely to be a specific effect of
the intense and, in contrast to TAU, highly structured
inpatient treatment of the specialized unit. During DST,
it may be that the modifications in the conceptions of self
and others in interaction, particularly affect-mobilizing
therapies (such as TFP-oriented group and individual
therapy combined with DBT-based mindfulness therapy,
as provided by the psychotherapeutic treatment pro-
gramme), affect changes in depressive syndrome by
improving the capacity to observe, reflect and describe
emotional states. Clarification processes in group and
individual psychotherapy and TFP typical reflections on
changing dyads in transference and its unconscious
motives (Levy et al., 2006), as well as a safe and stable
therapeutic environment, might be relevant in this regard.
Strength and Limitations
The strength of the study is its natural clinical design.
Moreover, it is one of still few studies that investigate
DST of severe BPD patients, whereas most findings
concerning the psychotherapeutic outcome of these pa-
tients are based on outpatient treatments (see Cochrane
Review, Stoffers et al., 2012). In addition, the study profits
from recent findings on the empirically evaluated IPO
(Ellison & Levy, 2012) with the core parameter of our
study: identity diffusion and instability in self and others
measured by the IPO. The results therefore provide an
important empirical basis.
The study contains several methodological limitations.
First of all, randomization was not feasible for practical
reasons, as we stated above (see section on ‘Sampling’).
In addition, the study has a small sample size, particularly
in the TAU group, because patients either let themselves
be put on a waiting list instead of an inpatient treatment
as usual in another, unspecialized psychiatric ward or they
utilized only a short time intervention of a few weeks.
Moreover, there was a higher drop-out rate in the TAU
group than in the DST group (two DST, nine TAU) indi-
cating a stronger therapeutic alliance in the DST group.
Furthermore, there are significant group differences at
baseline, which makes it difficult to appropriately weigh
the relevance of these factors in terms of the outcome
results. Because of these differences as well as of the
possibility of further unobserved differences due to non-
randomization, the generalizability of the results is limited.
In addition, in their inpatient setting, TAU group
patients received a lower treatment dose on average. This
lower dose was due to differences both in the length of
stay between various units and their clinical programmes
and the number of therapeutic contacts per week. In some
cases, it was also because of early discharge from inpatient
treatment. Thus, the interpretations of the positive treat-
ment results have to be qualified by these limitations. This
has to be carefully taken into account. Our results need to
be confirmed in further research. Also because of the lack
of matching in the allocation method of the present study,
a larger study sample is needed in order to control the
diverse treatment methods.
CONCLUSION
In conclusion, there are significant improvements in iden-
tity diffusion as well as in affective psychopathology
under a disorder-specific, TFP-DBT combined inpatient
treatment over 12weeks. In spite of the substantial meth-
odological limitations of the study, the results indicate that
disorders-specific inpatient treatment may be effective.
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Background: Borderline Personality Disorder (BPD) is a very common illness. Interpersonal 
problems are one of the core features of the disorder next to affective instability and identity 
disturbance. The purpose of the study was to investigate the impact of the severity of 
interpersonal problems in borderline inpatients on borderline features and psychopathology 
over time. 
Methods: 37 inpatients with BPD were assessed with the Structured Clinical Interviews for 
DSM-IV Axis I and II Disorders (SCID I, SCID II) in their first week in the clinic and 
additionally had to complete a questionnaire (IIP-C, BDI, STAI, STAXI, SCL-90-R). After 
12 weeks of transference focused based disorder specific treatment patients had to fill out the 
same questionnaire once more. Since 7 patients didn’t complete the two questionnaires only 
30 patients were included in the study. In order to generate two subgroups for the severity of 
interpersonal problems, a median split of the IIP general scale was calculated. 
Results: Patients with higher interpersonal problems showed significant higher scores in 
identity diffusion and psychopathological symptoms but not in anger or impulsivity. After 
treatment, all patients showed a significant decrease in identity diffusion, depression, state 
anger and most interpersonal subscales. If compared separately, patients with higher 
interpersonal problems showed a significant decrease in identity diffusion, state anger, 
general interpersonal problems and several interpersonal subscales (non-assertive, exploitable, 
overly nurturant). In contrast patients with lower interpersonal problems at baseline showed a 
significant decline in depression and trait anger. 
Conclusions:   
Higher interpersonal problems are connected with other borderline features and 
psychopathological symptoms but not anger and impulsivity. After 12 weeks treatment the 
findings indicate significant improvements in typical borderline features for the group with 
higher interpersonal problems. It seems that high interpersonal problems are a positive 
predictor for psychodynamic disorder specific treatment for BPD. 
 
Keywords: borderline personality disorder, interpersonal problems, TFP, treatment outcome 
Introduction 
Borderline is one of the most common personality disorders that affects about 0.5 to 5,9% of 
the general population, around 10% psychiatric outpatients and 15-20% psychiatric inpatients. 
(Lenzenweger et al., 2007; Trull et al., 2010). The main characteristics include interpersonal 
problems, affective instability, disturbed identity as well as impulsivity.  
In DSM-V (APA, 2013), interpersonal problems are described as a pattern of unstable and 
intense interpersonal relationships characterized by alternating between extremes of 
idealization and devaluation. As well as frantic efforts to avoid real or imagined 
abandonment. The new DSM-5 section III model of personality disorders (APA, 2013) 
defines, in agreement with Otto F. Kernberg’s theory of structural personality organization, 
interpersonal functioning as the capacities for empathy and intimacy, with four severity levels 
of dysfunction. 
Among patients with BPD, associations have been found between BPD symptoms and 
interpersonal sensitivity, interpersonal ambivalence, interpersonal aggression, need for social 
approval, and lack of sociability (Stepp et al., 2011). Interpersonal dysfunctioning in BPD 
patients appears to be one of the best discriminator for diagnosis (Modestin 1987; Zanarini et 
al., 1990; Gunderson, 2007). 
Impairment of this social interaction is consistent with clinical experience and the literature 
(Stepp et al., 2009; Salzer et al., 2013). Although individuals with BPD may report a general 
tendency to exhibit interpersonal passivity, their behavioral repertoires can include more 
assertive approaches to engaging the social environment (Russell al., 2007). Physiological 
reactivity may be related to interpersonal ambivalence in BPD features (Dixon-Gordon et al., 
2013). 
In the study of Wright et al. (2013a) BPD symptom counts were unrelated to the primary 
dimensions of the IIPC, but were related to generalized interpersonal distress. In their study a 
latent class analysis revealed six homogeneous interpersonal classes with prototypical profiles 
associated with Intrusive, Vindictive, Avoidant, Nonassertive, and moderate and severe 
Exploitable interpersonal problems. These classes differed in clinically relevant features (e.g., 
antisocial behaviors, self-injury, past suicide attempts). A German study with over 200 BPD 
inpatients (Salzer et al., 2013) showed that the interpersonal style of BPD had a significant 
influence on interpersonal distress and global severity symptoms. 
 
 
Interpersonal problems are often a central focus of treatment and endure even after other 
symptoms have remitted (Clarkin, Yeomans & Kernberg, 1999; Zanarini et al., 2007) In 
contrast with the stability of interpersonal styles in other personality disorders, the stability of 
the interpersonal patterns in BPD patients is not clear. 
Wright and colleagues (2013b) investigated the stability of interpersonal problems in BPD 
patients over the course of a year and found that „interpersonal dysfunction on borderline 
pathology is stable in its severity but unstable in the style of its manifestation“ (pp. 1094). 
Aims of the study 
The aim of our study is to closer examine the role of interpersonal problems in borderline 
personality disorder patients. In a first step we want to examine whether the severity of 
interpersonal problems  is correlated with other borderline or psychopathological features. 
Another point is the question whether interpersonal problems diminish during treatment and if 
the degree of interpersonal problems has an impact on treatment results. 
Methods 
Study Design and Participants 
All Patients were inpatients at the Psychiatric Hospital of the University of Basel and were 
diagnosed with a borderline personality disorder (BPD) according the DSM-IV-TR criteria. 
Patients participated in an inpatient study for BPD patients (Basel Borderline Inpatient Study 
(BABIS)) and were treated at a specialized psychotherapeutic unit with a set stay length of 12 
weeks. They received a disorder specific treatment (DST) that combines a psychodynamic 
TFP approach with modules of dialectical behavioural skills training. Aims of the BABIS 
were to compare the effects of this specialised treatment versus treatment as usual and to 
identify the possible influence of subgroups within the heterogeneous group of BPD patients 
Detailed descriptions of the aims, methods and sample characteristics of the Basel Borderline 
Inpatient Study (BABIS) supported by a research grant from the Swiss National Science 
Foundation have been reported separately (Agarwalla et al., 2013).   
Exclusion criteria were schizophrenia, schizoaffective disorder, active psychosis or acute 
manic episode. Written informed consent was obtained from each patient. The study was 
approved by the local Ethics Committee (EKBB).  
The assessment point was the first week after entering the clinic. Post-testing was conducted 
12 weeks after the initial assessment. 
 
Interviews 
Clinically experienced interviewers attended a special education of the Structured Clinical 
Interview for DSM-IV Axis I Disorders (SCID-I/P) (First et al., 1996) and for DSM-IV Axis 
II Disorders (SCID-II) (First et al., 1997) and were trained to pay particular attention to 
distinguishing Axis I mental state conditions from Axis II personality trait phenomena. The 
SCID I and II are semi-structured interviews for assessing clinical and personality disorders. 
High interrater reliability has been shown for both interviews (Lobbestael et al., 2011; Maffei 
et al., 1997). 
Questionnaire data  
For evaluation of interpersonal criteria we used the Inventory of Interpersonal Problems 
(Horowitz et al., 2000), a 64-item self-report instrument designed to measure interpersonal 
deficiencies and excesses in 8 subscales (e.g. too responsible, too controlling) and a general 
scale. The IIP-C bases upon a two-dimensional circular model of interpersonal disfunctioning 
with two axis (Domineering vs. Nonassertive and Overly nurturant vs. Cold). The validity and 
reliability of the IIP-C scales have been demonstrated (Horowitz et al., 2000).  
In order to generate subgroups for the severity of interpersonal problems, a median split of the 
IIP general scale was calculated. 
To measure the general psychiatric symptoms and subjective complaints, we administered the 
SCL-90-R (Franke, 1995), the Beck Depression Inventory (Hautzinger et al., 2000), the 
Spielberger State and Trait Inventory (Laux et al., 1981), and the Spielberger State and Trait 
Anger Inventory (Schwenkmezger et al., 1992). 
Statistical Analyses 
All statistical analyses were conducted with SPSS/20.0. Assumption of homoscedasticity and 
normality distribution was checked prior to the analysis. χ²-tests were used for testing 
intergroup differences. Comparison of the two groups was conducted with Student’s t-Test for 
normally distributed data and Mann Whitney U-Test if a normal distribution wasn’t given. 
For comparison before and after treatment, we ran a paired t-Test (normal distributed data) 
and Wilcoxon signed rank (no normal distribution assumed) respectively. All test results were 






37 patients diagnosed with borderline personality disorder (BPD) were included in the study 
and interviewed. 5 patients didn’t complete the questionnaire and were therefore excluded. 2 
patients didn’t finish the second part of our study and were also counted out. Of the 30 
patients included in the study, 25 (83.3%) were female, 5 (16.7%) male. The mean age was 
26.4 years (SD = 6.1) (see Table 1).  
28 patients (93.3%) were diagnosed with a comorbid Axis I Disorder, most frequently with an  
affective disorder (n=25, 83.3%); An anxiety disorder was diagnosed in 18 patients (60%).  
22 patients (73.3%) showed a comorbid Axis II disorder, predominant a Cluster C disorder 
(n=20, 66.7%).  
Table 1 :  
Demographic and Clinical Characteristics of Borderline Patients  
 Borderline patients 
(n=30) 
Age, mean (SD)  26.4  (6.1) 






Family situation, n (%) 
Living alone  




Current employment, n (%) 





Duration of illness, n (%) 
<1 year 
1 year to 5 years 
5 to 10 years 
10 to 20 years 





























Notes.  SD= standard deviation 
 
Interpersonal Problems  
A median split of the IIP Total item score was conducted to generate two severity groups. 
Since the mean over all patients of this score was rather high (1.84 compared to 1.28 in the 
general population [Horowitz et al., 2000]) we refer to the two groups as one with higher 
interpersonal problems (HI) and one with lower interpersonal problems (LI). The HI-group 
had an IIP Total item mean score of 2.25 compared to 1.47 for the LI-group.  
Between-group comparisons at pre-treatment 
Patients with higher interpersonal problems showed significant higher scores in identity 
diffusion and several psychopathological symptoms (e.g. depression, anxiety, GSI)  but not in 
anger or impulsivity (see Table 2) . They also were more often diagnosed with a comorbid 
Cluster C disorder and had more years of education. Regarding Interpersonal subscales, the 
HI group showed higher data in all scales; the scores were significant except for the scales 
Domineering/Controlling and Vindictive/Self-Centered. 
Table 2 :  
Comparison of Higher and Lower Interpersonal problems  




































t= -7.58, p=0.000** 
n.s.  
n.s. 
t= -2.23, p=0.034* 
t= -3.34, p=0.002** 
t= -4.58, p=0.000** 
t= -6.36, p=0.000** 
t= -6.35, p=0.000** 
t= -3.56, p=0.001** 
























SCL-90-R, mean (SD) 






t= -3.85, p=0.001** 







t= -2.27, p=0.032* 
STAI, mean (SD) 
State Anxiety 








t= -2.87, p=0.008** 
t= -2.90, p=0.007** 
STAXI, mean (SD) 
State Anger 



















 χ2= 5.40, p=0.020* 
 




Pre-post-tests of all patients 
After treatment, all patients show a significant decrease in various variables. There is a 
significant change in all IIP subscales except for the scales Domineering/Controlling, 
Cold/Distant and Intrusive/Needy (see Table 3). Other significant decreases are IPO identity 
diffusion, BDI as well as in State Anger. The scores decline in all areas except for the IIP 
scale Domineering/Controlling. 
Table 3:  
Pre-post-tests of all patients  








































































Identity diffusion  
Primitive Defenses 
Reality testing-  
Aggression  











































































































Notes. M= Mean, SD= standard deviation, * p<0.05, ** p<0.01 
 
Pre-post tests conducted for both groups separately showed some differences: Patients with 
higher interpersonal problems showed a significant decrease in identiy diffusion, state anger 
and the IIP general scale as well as several subscales (nonassertive, exploitable, overly 
nurturant). On the other hand, patients with lower interpersonal problems showed a significant 




Although the relevance of interpersonal dysfunction of BPD patients is obvious, the 
underlying mechanisms are not clear. 
Interpersonal problems could be associated with attachment styles (Bornstein et al., 2010; 
Gunderson & Lyons-Ruth, 2008; Levy, 2005; Agrawal, Gunderson et al., 2004, higher 
vulnerable narcissism (sensitivity), rejection hypersensitivity, problems with intimacy, fear of 
abandonment (Gunderson & Lyons-Ruth, 2008; Ayduk et al., 2008; Lejuez et al., 2003), 
disturbed empathy or mentalization, impaired social cognition, low trust or higher degree of 
temperamental aggressiveness or anger (Critchfield, Clarkin, Levy, & Kernberg, 2008; 
McCloskey et al., 2009). 
Despite the limited number of participants of the study, reducing the generalisability of the 
results, two main conclusions seem possible. More psychopathology or comorbidity is not 
always an indicator for worse treatability. To the contrary specific symptomatologies can be 
indicators for better prognosis and less comorbidities can show less therapeutic effects (see 
also the results of Bateman & Fonagy, 2013). 
Our results are especially important as persisting severe impairments in general, social and 
interpersonal dysfunction have been shown in longitudinal studies for Borderline Personality 
Disorder (Zanarini et al., 2007; Zanarini et al., 2012; Gunderson et al., 2011). In the study of 
Choi-Kain et al. (2010) demandingness and boundary violations turned out to remit quickly 
while affectively oriented interpersonal features related to intolerance of loneliness and 
conflicts about dependency persisted. The quality of current relationships of patients with 
BPD predicted the outcome at a 2-year-follow-up (Gunderson et al., 2006). 
Low interpersonal functioning cannot be sufficiently explained by affective dysregulation 
theory (Jeung & Herpertz, 2014, p. 221). Interpersonal problems and identity diffusion (lack 
of a stable sense of one’s self) seem to be related. 
In general psychiatric hospitals hospitalized BPD patients feel hostilely repulsed by staff 
members and affronted by other patients (Benjamin & Wonderlich, 1994). The relationship of 
BPD patients interpersonal problem styles and alliance are not clear (Salzer et al., 2013). 
The results of our study are congruent with prior results that transference-focused 
psychotherapy could have specific advantages, compared with other treatments, in the 
interpersonal field (f.e. reflective functioning) (Levy et al. 2006) and that changes in identity 
diffusion, pseudoaltruistic interpersonal features (Non-assertive, Overly acommodating, Self-
Sacrificing) and associated anger are possible and crucial. 
Intensive and disorder-specific psychodynamic psychotherapy may have an especially 
favorable outcome for Borderline Personality Disorders with severe interpersonal problems, 
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